introduction
Advance Care Planning (ACP) is an ongoing discussion between a patient, their carers/family and you, about their values, beliefs, treatment and care options. In particular, their wishes for future care should they no longer be able to communicate their decisions at the time they are needed.
ACP may assist in the development of an Advance Health Directive (AHD) and the appointment of an Enduring Power of Guardianship (EPG) or Enduring Power of Attorney (EPA). These are legal documents and the full requirements of these cannot be covered in this resource. A brief summary of each of these legal documents can be located in the glossary, pages 19-20. For more information, visit www.health.wa.gov.au/advancehealthdirective.
Advance Care Planning Process
This resource focuses on the ACP conversation(s) and process. It will assist you in ACP discussions with your patients and help you identify those who may benefit from ACP discussions earlier in their illness.
The patient must have capacity to participate in these discussions. This Guide includes a Mental Capacity Assessment, which will help you to determine the patient's capacity to participate in the ACP process. Please refer to Appendix 1 for more information.
Many patients expect their health care team to initiate discussions; however, not all patients will wish to engage in ACP discussions.
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A dv a n c e C are P l a n n ing identifying patients for ACP discussions: triggers and prompts
Whether or not you are aware of the ACP process, patients may expect their health care team to initiate such discussions. It is therefore essential that health care professionals be sensitive to circumstances when it may be an appropriate time to offer ACP, and to identify when patients might be indicating their readiness to discuss. This section includes a list of triggers and clinical indicators to assist you in identifying those patients who may benefit from ACP discussions. It is designed to encourage ACP earlier in a patient's illness, when such discussions are likely to be more beneficial to the patient and their carer/family. If/when the patient is transferred to another care setting(s), ensure copies of the ACP discussion are included in handover documents.
Reviewing Advance Care Planning discussions
There will be certain times in the patient's care when ACP discussions will need to be revisited and their Advance Care Planning, including their Advance Health Directive and Enduring Power of Guardianship reviewed.
When should an Advance Care Planning discussion, Advance Health Directive and/or Enduring Power of Guardianship be reviewed?
When the patient and/or carer/ family requests or changes their mind about any previous decisions.
Where the patient's medical condition or individual circumstances change (e.g. diagnosis of new illness, death of a carer/partner, change in location of care etc).
When returning to hospital for any treatment.
If treatment options or medical care available for the patient changes their needs in regards to ACP (for example, a new treatment for their disease, diagnosis of a co-morbidity etc).
Patients can change or revoke their AHD or EPG at any time. Rather than make changes to an AHD / EPG, it is recommended that patients prepare a new one.
Reviewing "Not for CPR" (or similar) orders
Refer to your organisation's policy on documenting "Not for CPR" (or similar) orders.
Documentation
Staff Documenting all ACP discussion reviews and/or changes to AHD. All reviews and subsequent discussions should be documented and shared with relevant people (where consented to). 
Patient
Heart Failure
Clinical indicators Examples of issues to consider
Heart failure with symptoms not responding to optimal therapy Repeated number of hospitalisations with heart failure symptoms 4 Experiencing multiple shocks from cardiac devices 2 The typical trajectory of heart failure compared to a terminal malignancy. 9 What does the patient understand about the progression of heart failure? Are they and their family/carers aware of the unpredictability of this and how it may impact on decision-making? Where would they want to be treated in the event of an exacerbation? Sometimes all available medication/ therapy does not make the patient feel better or relieve the symptoms of their heart failure (and other co-morbidities It is vital that discussions with individuals living with dementia are started early to ensure that whilst they have mental capacity they can discuss how they would like the later stages managed.
Appendix 1: Mental Capacity Assessment
Central to the ACP process (and essential for creating a valid AHD or appointing an Enduring Guardian) is the question of capacity.
In WA, the legal position assumes that an individual aged over 18 years has capacity unless otherwise proven.
In the context of Advance Care Planning, capacity relates to the ability to make decisions about medical treatment now and in the future. 
Advance Health Directive (AHD)
An Advance Health Directive is a legal document that is completed using a form which contains a person's decisions about future treatment in anticipation of a time when they may be unable to make reasonable judgments for him/herself. A valid AHD is legally binding and documents treatment decisions in which a person consents or refuses consent to future treatment according to specific circumstances. A valid AHD must be in the form or substantially in the form prescribed by the regulations.
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Capacity
Capacity is the cognitive ability to understand and appreciate the context, choices and consequences of our decisions. It is also a person's performance on measures of decision making ability. On the other hand, competency is determined by courts and tribunals and is the judgement that a person's capacity is adequate to make the decision in question. Competency is a legal construct and capacity is a clinical one.
End-of-Life Care
Patients are 'approaching the end of life' when they are likely to die within the next 12 months, as described by The Gold Standards Framework, United Kingdom. 4 This includes people whose death is imminent (expected within a few hours or days) and those with: advanced, progressive, incurable conditions general frailty and co-existing conditions that mean they are expected to die within 12 months existing conditions if they are at risk of dying from a sudden acute crisis in their condition life-threatening acute conditions caused by sudden catastrophic events.
Enduring Power of Attorney (EPA)
An Enduring Power of Attorney is a legal agreement that enables a person to appoint a trusted person -or people -to make financial and property decisions on their behalf. An enduring power of attorney is an agreement made by choice that can be executed by anyone over the age of 18, with capacity.
Enduring Power of Guardianship (EPG)
An Enduring Power of Guardianship is a document in which a person nominates an Enduring Guardian to make personal, lifestyle and treatment decisions on their behalf in the event that they are unable to make reasonable judgments about these matters in the future. 14 An EPG is different from an Enduring Power of Attorney (EPA), which relates to financial and property matters.
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Palliative Care
Palliative care is an approach that aims to improve the quality of life of patients and their families facing the problems associated with life-threatening illness. This is achieved through the prevention and relief of suffering by means of the early identification, impeccable assessment and treatment of pain and other physical, psychosocial and spiritual problems.
